A two-year-old female patient presented with a one-month history of diffuse headache, lethargy, and a decline in her general health status. Magnetic resonance imaging (MRI) of the skull showed a suprasellar, lobulated, heterogeneous, expansile lesion, with a signal that was predominantly isointense in T1-weighted sequences and hypointense in T2-weighted sequences, with no restricted diffusion and with intense contrast enhancement, with or without areas of annular uptake, as well as significant ectasia of the lateral ventricles, probably due to obstruction of the third ventricle (Figure 1 ). Computed tomography of the thorax and abdomen showed no alterations. A histopathological study showed a granulomatous chronic inflammatory process with caseous necrosis, and acid-fast bacilli were identified, confirming the diagnosis of suprasellar tuberculosis.
. Tuberculosis is an infectious disease caused by Mycobacterium tuberculosis, which is still common in low-and middle-income countries like Brazil. The lungs are the main organs affected, followed by the pleurae, lymph nodes, and skeletal system. The central nervous system is affected in 0.15-5.0% of cases, the main manifestation in such cases being meningitis, which occurs in 95% of cases (5, 6) . Sellar/ juxtasellar involvement is even rarer, typically the result of hematogenous spread from a primary source, usually the lungs (5) . Clinically, it can manifest as visual field defects, hypopituitarism, and central diabetes insipidus
(7)
. On MRI, most suprasellar tuberculomas show a signal that is isointense or hypointense in T1-weighted sequences and hyperintense in T2-weighted sequences; however, there are reports of lesions with a hypointense signal in T2-weighted sequences, which are explained by variations in the degree of hydration of the lesion (5) (6) (7) (8) . In addition, the degree of cellularity and the content of these lesions allow findings of either absence or presence of restricted diffusion in diffusion-weighted sequences. Uptake is common after the intravenous administration of contrast medium, sometimes assuming an annular aspect . An increase in cerebral blood volume can be seen on perfusion MRI, with a gradual reduction in that volume after pharmacological treatment (9) . The diagnosis of suprasellar tuberculoma is made by identifying acid-fast bacilli in a biopsy sample of the lesion; however, in endemic areas, the diagnosis can be made solely on the basis of histopathological findings typical of the disease, including a granulomatous inflammatory process and caseous necrosis . Tuberculosis of the radius in a child The differential diagnosis is broad; however, when such findings are seen in a very young individual and in the suprasellar space, the main differential diagnoses are craniopharyngiomas, astrocytomas, germinomas, Langerhans cell histiocytosis, and vasculitis accompanied by myocardial infarctions (8) . Suprasellar tuberculoma is treated with a specific tuberculosis treatment regimen, consisting of two months of rifampin, isoniazid, pyrazinamide, and ethambutol, followed by seven months of rifampin and isoniazid accompanied by corticosteroids (10) . Decompressive surgery may be required in cases of hydrocephalus or compression of vital structures, such as the optic chiasm (5,7) . In conclusion, although rare, a diagnosis of tuberculosis should be considered in suprasellar lesions, especially when there is annular enhancement on MRI, in areas endemic for the disease.
Dear Editor,
A 9-month-old male infant was admitted to the emergency room after trauma to the left wrist. An X-ray of the forearm showed fracture of the distal radius. The limb was immobilized, and the patient was referred for outpatient follow-up. One month later, the patient presented with weight loss and bulging of the region after early removal of immobilization. On physical examination, the distal third of the left forearm presented edema and tenderness, with no joint locking of the wrist. The patient underwent another X-ray ( Figure 1A ) and a magnetic resonance imaging (MRI) scan ( Figures 1B, 1C and 1D ), followed by immobilization of the forearm with a sugar-tong splint and administration of oral analgesics. The patient was again referred for outpatient follow-up. The pathology study was conclusive for bone tuberculosis, and the patient was started on a therapeutic regimen.
Two billion people are currently infected with Mycobacterium tuberculosis, and 8-9 million of those people have or will develop active tuberculosis (1) . Tuberculosis is a significant Figure 1 . A: Anteroposterior X-ray of the forearm. Round osteolytic formation with partially defined margins, cortical irregularity, and periosteal reaction in the distal third of the radius. B: Axial proton density-weighted MRI. Expansile ill-defined solid heterogeneous lesion in the bone marrow of the distal metaphysis of the radius. Note the linear image with a hyperintense signal in the metadiaphysis and cortical discontinuity suggestive of fracture. C: Contrast-enhanced axial T1-weighted MRI with fat suppression. The signal intensity is similar to that of cartilaginous tissue, with hyperintense foci. D: Contrast-enhanced coronal T1-weighted MRI with fat suppression. Note that the lesion focally extends beyond the physis and infiltrates the perilesional soft tissue, with significant gadolinium enhancement, persistence of small loculated lesions with hypointense signals, and fluid infiltration, as well as enhancement of the joint spaces, muscle, and subcutaneous tissue. 
